SUMMARY To determine any overlap in pathological features between myoepithelial sialadenitis and chronic sialadenitis/sialolithiasis histological sections from 69 cases of myoepithelial sialadenitis (MESA) (n = 7) and chronic sialadenitis/sialolithiasis (n = 62) were reviewed over a 10 year period. Three of the cases with MESA contained calculi and four of those originally diagnosed as chronic sialadenitis/sialolithiasis showed epimyoepithelial island formation. The presence of calculi should not rule out a diagnosis of MESA, particularly in the parotid gland where calculi are uncommon; as the incidence of MESA may very well be underestimated and diagnosed as chronic sialadenitis, these patients, who are at increased risk of developing lymphoma, could be lost to follow up.
Myoepithelial sialadenitis (MESA) is characterised by the formation of epimyoepithelial islands accompanied by chronic lymphocytic infiltration of the salivary parenchyma and often glandular atrophy. It has largely superceded the earlier used term, benign lymphoepithelial lesion, which was coined by Godwin in 1952.12 Although the histological picture ofwell established MESA is usually so characteristic that there is little difficulty distinguishing it from other types of sialadenitis, we recently saw a case of MESA in which the excised parotid gland tissue contained several calcified laminated calculi situated within dilated ducts. This feature, which initially prompted some diagnostic confusion, led us to review all the cases of MESA and chronic sialadenitis/sialolithiasis from our files seen over the past 10 years. The aim of this study was to determine the incidence of calculi in cases diagnosed as MESA and the incidence of epimyoepithlial islands in otherwise typical chronic sialadenitis. We were particularly interested in cases which may represent the development of MESA in pre-existing chronic sialadenitis and the possibility of any overlap between these two types of disease.
Material and methods
Cases diagnosed as chronic sialadenitis, sialolithiasis, MESA, Sj6gren's syndrome, or in whom epimyoepithelial islands were found on review, had no pointers towards any underlying connective tissue disease (although serology had not been carried out) and all four had documented calculi.
Although our series is small, it suggests that calculus formation is not uncommon in otherwise typical MESA (three of eight cases). All the calculi identified were small and multiple, and in only one case was calcification noted macroscopically, necessitating decalcification of tissue. Thorough sampling of tissue in other cases would probably have shown more examples of microscopic calcification. Generally, calculi of the parotid gland are said to be rare. 8 The reasons for this probably include the downward slope followed by Stensen's duct and the relatively low viscosity of parotid secretions. This paucity of parotid calculus formation is reflected in our series: after cases diagnosed as MESA are subtracted only seven parotid glands remain showing features of chronic sialadenitis/sialolithiasis. Two of these on review contained scarce epimyoepithelial islands and large dilated ducts infiltrated by lymphoid cells. In view of this a careful search for features of MESA seems indicated in the presence of calculi at this site.
Dilated ducts showing variable degrees of lymphoid infiltration have often been noted in cases of MESA and account for the sialoectasia often seen radiologically5 (fig 7) . Almost all our cases of MESA contained ductal lesions of the type and it is more likely that the calculi noted in our cases were the result of calcification of inspissated secretions in such abnormal ducts rather than MESA developing on a background of pre-existing sialolithiasis. respect as these lesions may be very sparse. The overall incidence of MESA is probably underestimated as some cases are probably labelled as chronic sialadenitis. Such patients would be lost to follow up and may be at a slightly increased risk of developing a lymphoma.22
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